Introduction
The British Medical Association's handbook on medical ethics published in 19801 clearly sets out the doctor's obligation to maintain confidentiality when it states that, "it is the doctor's duty strictly to observe the rule of professional secrecy in refraining from disclosing voluntarily to any third party information which he has learned directly or indirectly in his professional relationship with a patient."
The World Medical Association's resolutions on medical secrecy and on computers in medicine2
outline the values which underlie the concept of confidentiality by stating that, "the privacy of the individual is highly prized in most societies and widely accepted as a civil right." It continues; "the confidential nature of the patient-doctor relationship is regarded by most doctors as extremely important and is taken for granted by the patient." It warns that, "there is an increasing tendency towards an intrusion on medical secrecy." The 27th World Medical Assembly3 reaffirmed; "the vital importance of maintaining medical secrecy, not as a privilege for the doctor but to protect the privacy of the individual, as the basis for the confidential relationship between the patient and his doctor; and it asked the United Nations, representing the people of the world, to give to the medical profession the (1) Such information will not be used for any purposes other than those for which it was supplied or obtained without the consent of the doctor concerned, who will usually seek the consent of the patient. This applies both to personal details provided by the patient himself-such as name, address, age, occupation, and religion-and to information compiled by doctors and others relating to diagnosis, treatment, and care.
- (2) During the second world war attempts were made to establish central control over the diagnosis and treatment of venereal diseases to try to prevent their spread from interfering with the war effort. In 1942, under Defence Regulation 33B, local authorities were given emergency powers to treat patients compulsorily and to notify details of them and their contacts to central government. The regulations were completely unsuccessful as doctors simply did not comply and many regarded them as an infringement of their duty of confidentiality to their patients and the regulations were repealed in 1947.
Only a very small number of cases were notified centrally, and the obvious failure of this attempt to introduce central control has been used as the basis for the argument that it would be counter-productive to attempt to impose any element of compulsion or notification into treatment. This has been the view taken by successive advisers to a number of post-war governments, and it is believed that the best guarantee that patients will attend clinics for diagnosis and treatment is the knowledge that all details will be absolutely confidential within the clinic.
National Health Service
The National Health Service Act 1946 provided a free health service for the people of the United Kingdom and the venereal diseases clinics, formerly run by local authorities, were incorporated into the new national hospital service. Certain regulations under this Act established the duty of confidentiality on regional hospital boards. But, owing to shortage of resotirces, some clinics continued to be run in existing buildings away from the main hospital complex and the contact tracers remained on the staff of the local authorities, which retained several public health functions. The increasing use of contact tracers, employed under the direction of clinicians to help check the spread of infection, did cause some problems, as several physicians held the view that the new regulations on confidentiality-which replaced those of 1916-prevented them from passing on details of patients to persons who were not employed by the National Health Service and were therefore not bound by its regulations.
As a result, replacement regulations were introduced in the National Health Service (Venereal Diseases) Regulations 1968 restressing the need for confidentiality but permitting disclosure of certain details about patients for the purpose of preventing the spread of disease. They Confidentiality is further safeguarded by the fact that referral to the clinics is usually on the patient's initiative and does not require an introductory letter of reference from the patient's general practitioner, as is the case with other non-emergency hospital visits. In these cases the clinic physician does not normally inform the patient's general practitioner unless there is some special reason for doing so. However, an increasing number of patients are being referred to clinics by their family doctors and by con'sultants in other fields and in these cases a full report is sent to the referring physician with an indication of the confidential nature of the communication.
Conclusions
In general, the principal aim of the STD service is to eliminate, as far as possible, any barriers between the patient and his or her access to specialist diagnosis and treatment. Confidentiality is assured, as far as possible, by the conduct of the clinic staff, the decentralisation of records, the ban on identifiable information leaving the clinic except in special circumstances, and the absence of a central record of patients.
